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Since its founding more than 57 years ago the Society
for Vascular Surgery (SVS) has confronted many chal-
lenges, but during the six decades of service to the vascular
community this organization always has adhered to its
mission. This morning I would like to review with you how
your Society has met those many challenges and what we
will need to do in the future. As I examined past Presiden-
tial Addresses and the minutes of the various SVS executive
committees, I was humbled by not only the unique honor
that you have bestowed on me but also the great responsi-
bility that is required of the SVS President.
APOLOGIA PRO VITA SUA
Anyone who has gone through surgical training owes a
great debt of gratitude to their mentors, for example, the
late Dr George H. A. Clowes, in whose research laboratory
I spent several years. Such mentors both inspire and teach.
Dr Frank Wheelock served as my first true vascular surgeon
role model and demonstrated that there is no compromise
for excellence in vascular surgery technique. My postgrad-
uate training in vascular surgery began under Professor
John B. Kinmonth at St Thomas’ Hospital in London,
where I was influenced not only by him but by a then young
vascular professor, now Sir Norman Browse. I came away
from that year in England with a better understanding of
both venous and lymphatic disease. The late R. Clement
Darling taught many vascular surgeons in this audience.
His familiarity with the demands of aortic surgery and how
to get out of trouble were invaluable to me. Early in my
academic career Frank Veith gave me an opportunity to
make a presentation at his annual vascular meeting, which is
like a young comedian being asked to appear on “The
Tonight Show” with Johnny Carson or David Letterman,
for which I am grateful. Dr James DeWeese, a good friend
whom we honored today, also helped my early career.
Finally, what makes vascular surgery rewarding in an aca-
demic center is the 23 fellows at Tufts–New England
Medical Center whom I have had the opportunity to teach
and by whom I have been taught.
GENESIS OF THE SVS
The brain child of Dr James Ross Veal, the SVS was
created at a meeting in Hot Springs, Arkansas, on Decem-
ber 5, 1945. Veal and others believed there was no national
organization exclusively devoted to vascular surgery, and
therefore its formation “was developed from an idea con-
ceived to fulfill a definite need.”1 At a subsequent organi-
zational meeting on July 3, 1946, 31 charter members were
enrolled. Most of these members engaged predominantly
in general surgery, and none confined either their clinical or
investigative efforts solely to vascular surgery. Four mem-
bers, namely, Drs Beck, Gross, Herman, and Smithwick,
had an all-consuming devotion to vascular surgery.2 The
Society had two original honorary members. The first, John
Homans, was an accomplished surgeon from the Peter
Bent Brigham Hospital who published groundbreaking
papers on the causes and treatment of chronic venous
insufficiency in 1917 and 1918. The second honorary
member, Rudolph Matas, was a surgical prodigy who re-
ceived his medical degree from the University of Louisiana
before the age of 20 years. Subsequently he became Chair-
man of the Surgical Department at Tulane University at the
age of 35 years. Matas is considered by everyone to be the
father of vascular surgery in the United States.3 Many of the
original 31 members went on to make important contribu-
tions to the field of vascular surgery, including Drs Norman
Freeman, Robert Gross, Reginald Smithwick, Arthur Allen,
Arthur Blakemore, Alfred Blaylock, Michael DeBakey,
Geza De Takats, Emile Holman, Alton Ochsner, Harris
Shumacker, and Robert Linton.
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MISSION OF THE SVS
In my current position as Chief Executive Officer and
President of an academic medical center, I have had to learn
new skills and a knowledge base different from the one I
developed as a vascular surgeon. The corporate world has
its own approach to organizational design and responsibil-
ities. The SVS is a not-for-profit charitable organization,
and as such it may be helpful to examine our Society from a
corporate organization point of view. All organizations
traditionally define their mission or objectives. Mission is
derived from the Latin missio, to send, and is defined as “a
specific task with which a group is assigned.”4 Secondary
definitions include “a definite military task” or, alterna-
tively, “a ministry commissioned by a religious organiza-
tion to carry on its humanitarian work”.4 While not the
primary focus of what we do as vascular surgeons, the latter
two definitions have relevance to our current state. The
mission and statement of any organization drive that orga-
nization’s vision or strategy. Without a defined vision,
organizations have difficulty developing a specific strategy.
The SVS mission is defined in the original constitution and
bylaws, wherein article II details the objectives of the
Society.5
The mission or objectives of the SVS are to:
1. Promote the study of and research in vascular disease.
2. Define more clearly the role of surgery.
3. Standardize the methods of studying and managing
vascular disease.
4. Standardize the nomenclature.
5. Promote and encourage adequate teaching of medical
students, interns, and residents.
6. Develop special training for young surgeons in this
field.
7. Hold annual meetings.
How has the SVS done in accomplishing its mis-
sion? I believe it reasonable to ask how successful our
Society has been in fulfilling its mission or objectives at this
point in its history. While the Society’s objectives include
four or five goals, as enumerated above, in this discussion I
would like to focus on how we have fulfilled our research
and training objectives. To determine how well we have
accomplished our mission from a historical perspective, I
had the opportunity to review all of the past presidential
addresses, correspondence regarding the annual meeting,
committee reports, and Society archives. Certainly Society
presidents have great latitude to wax philosophic in their
addresses; however, I believe it is important to have actual
data on which one can base certain recommendations. In a
review by decade of SVS Presidential Addresses contained
in dedicated surgical journals, there was an interesting
pattern of topics, which changed by era (Figs 1 and 2).
During the first two decades clinical subjects domi-
nated as topics for Presidential Addresses. In the first de-
cade, four of these speeches focused on venous subjects,
and in the next decade five dealt with cardiac issues. The
selection of a topic may provide insight as to what Society
members were doing and what their interests were at the
time. Certainly in the first decade of the SVS (1947-1956)
little arterial surgery was being performed, and many sur-
geons concentrated on treatment of venous disease. With
the advent of cardiac surgery and extracorporeal support,
topics such as “Reminiscences concerning the development
of cardiac surgery with special reference to lesions of the
aortic valve,” delivered by Julian Johnson in 1961, and
“Prolonged mechanical support: Analysis of certain physi-
cal and physiologic considerations,” presented by Bern-
stein, Castaneda, and Blackshire in 1964, were typical. As in
many scientific papers today, sometimes Presidential Ad-
dresses were ascribed to multiple authors during that early
period, as opposed to the sole authorship of contemporary
Presidential Addresses. During the early years of the SVS
the subjects of philosophy and research were chosen infre-
quently for presidential speeches; however, in the period
from 1967 to 1986 the focus of those addresses shifted to
philosophy and surgical training. For example, in his 1968
Presidential Address Wilfred Bigelow spoke on “Intellectu-
al humility in medical practice and research,” and C. Rollins
Hanlon in 1969 discussed one of the important objectives
Fig 1. Comparison of SVS Presidential Addresses by decade (1947-1986).
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of our Society in his Presidential Address entitled “Stan-
dards in vascular surgery.”6
Wiley Barker in 1973 was the first to focus on the
overall objectives or purposes of our Society in his address,
“What the Society for Vascular Surgery ought to be”.7 This
was the first address by an SVS president that called for a
certificate of competence in vascular surgery. Barker re-
viewed the papers chosen by the program committee over
the previous 5 years and observed that 45% alone related to
peripheral vascular surgery and 35% to cardiac surgery, but
less then 2% discussed thoracic surgery, and 5% dealt with
general surgery. This was a time for inclusion rather than
exclusion, and Wiley pleaded that the certificate of compe-
tence in vascular surgery not “isolate peripheral vascular
surgery or cardiac surgery one from another.” Five years
later, however, James DeWeese in his Presidential Address,
“Vascular surgery: Is it different?,” took a somewhat differ-
ent tack from Barker.8 He concluded that vascular surgery
is unique and therefore not entirely similar to general
surgery. To justify special training programs, DeWeese
emphasized that the programs be certified rather than indi-
vidual vascular surgeons. One year later Bill Blaisdell chas-
tised the two national vascular societies for their tardiness in
instituting standards to improve both the quality of vascular
surgery and the qualifications for vascular surgery training
in the United States.9 He echoed DeWeese’s recommen-
dations to establish “minimum vascular training stan-
dards.” Over the last decade and a half (1987-2001) a
greater proportion of addresses have focused on vascular
training and standards. During the last several years the role
of a separate board of vascular surgery was presented by
Frank Veith and Ramon Berguer.
RESEARCH IN VASCULAR DISEASE
Another key mission of the SVS is to foster research,
and through the hard work of many in this room your
Society has met that challenge. The Lifeline Foundation
has been the principal vehicle for encouraging basic re-
search. Born of the SVS, the Lifeline Foundation is now a
child of both national societies. As a 501-C3 foundation,
the Lifeline Foundation has received philanthropic gifts
from both industry and private donors. Thanks to the
generosity of Julius (“Jack”) and Joan Jacobson, the re-
search initiatives conference held every spring in Bethesda,
Md, now has a permanent sponsor. This spring meeting has
become an important focal point for other activities in
vascular surgery, and it provides an opportunity for pro-
gram directors to gather and discuss training issues. At our
annual meeting, the Lifeline Foundation has also spon-
sored the Lifeline Research Forum, where basic science
papers are presented, usually by young investigators. Fi-
nally, through the efforts of Drs John Mannick and James
Yao there has been ongoing dialogue with the administra-
tive leadership at the National Heart, Lung and Blood
Institute (NHLBI).
Many years ago our leaders in vascular surgery recog-
nized some disturbing trends in basic vascular research. In
1973 the total research allotment of the National Institutes
of Health (NIH) was apportioned 21% to departments of
medicine and 14% to departments of surgery. Nearly a
decade later in 1983, the proportion allocated to depart-
ments of medicine had increased to 27%, but the fraction
allocated to departments of surgery had dropped by nearly
a third.10 Perhaps one of the most direct benefits of the
Lifeline Foundation to vascular surgery is its research
awards. Through this grant mechanism young investigators
may receive a K-08 Mentored Clinical Scientist Award from
the NHLBI. Again, Drs Mannick and Yao were important
sponsors of this $75,000 a year grant. Through a most
generous gift from the William J. von Liebig Foundation, a
$75,000 matching research award was developed. As many
of you know, Bill von Liebig was an inventor who pio-
neered the use of synthetic materials in vascular surgery,
and through his foundation he is giving back to vascular
surgery. Since 1999, only 4 years ago, the von Liebig
Foundation has awarded more than $1.5 million in grants.
Building on this initiative, a memorandum of understand-
ing was signed in spring 2002 to extend these awards to the
year 2013; thus an additional $11.5 million will be available
to 22 more awardees. When the K-08 Mentored Clinical
Scientist Award is combined with the von Liebig Founda-
tion award, $150,000.00 per year of support is available for
a vascular scientist. Since its inception by the Lifeline Foun-
dation through 2002, $2.4 million has been awarded for
basic vascular research support. When the NHLBI K-08
Fig 2. Comparison of SVS Presidential Addresses by decade (1987-2001).
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awards are included, research support has increased to $3.9
million.
Additional research and educational funding arises
from many sources. There are three clinical research grants,
started in 2000 at $33,000 each. The SVS and the Euro-
pean Society for Vascular Surgery have sponsored the
Marco Polo Traveling Fellowship for two individuals at
$40,000 a year. Through this award young vascular sur-
geons from Europe can spend 6 months in a North Amer-
ican vascular unit and, conversely, a North American vas-
cular candidate can spend 6 months in a European vascular
unit. Founded in 1994, the E. J. Wiley Traveling Fellow-
ship provides $12,000 for an individual to visit various
vascular units around the world. Finally, the resident prize
of $5000 and 10 medical student fellowships at $3000 each
provide seed money for prospective young vascular sur-
geons.
What is the impact of this research activity? David
M. Robinson, PhD, Deputy Director of NHLBI, was kind
enough to provide me with some crude data on recent
awards to principal investigators under the NHLBI (per-
sonal communication, May 24, 2002). Of 5300 grants to
principal investigators, 70% were received by PhD’s and
20% by MD’s. Of 1060 grants provided to MD’s, 41 (4%)
listed vascular surgeons as principal investigators. While 4%
may seem to be a small proportion, it is an appreciable
number for a small specialty such as ours. The Lifeline
Foundation and the von Liebig Foundation have fostered a
great deal of this activity.
Clinical vascular research. To assess the role of clin-
ical vascular surgery research, I used the National Library of
Medicine Greatful Med search engine to review the litera-
ture for 4 index years at 5-year intervals over the last 20
years, ie, 1985, 1990, 1995, and 2000 (Table I). The
number of level I and level II studies was detailed. A level I
study is defined as a randomized prospective study with a
large population in each comparative group. This level is
associated with the maximum statistical power. Level II
studies are also randomized and prospective, but they con-
tain a smaller population in each comparative group. The
number of clinical studies in the vascular literature has
increased dramatically over the last 20 years, from 800
papers on aortic surgery in 1980 to nearly 2000 papers in
2000 (Table I). The upward slope of papers on carotid
surgery paralleled that of aortic surgery, increasing from
400 studies in 1980 to 1000 studies in 2000. By contrast,
papers on lower extremity bypass grafting have increased
least. While the overall volume of papers on vascular disease
sharply increased during these years, the number of level I
or level II studies in the index years was small. In 1985 only
three vascular studies satisfied the criteria for a level I or
level II study, but this number increased to 14 by the year
2000. While aortic surgery dominated the number of level
I and level II studies in index years 1990 and 1995, carotid
surgery was the most common area for level I and level II
studies in 2000.
Review of these data suggests that the SVS must en-
courage more level I and level II clinical studies that address
important clinical issues in vascular care. Studies of this size
require NIH support so that further liaison and collabora-
tion with the NIH become mandatory in order to increase
the number of such studies. As the SVS fulfills its research
mission, it is imperative that the Society continue to sup-
port efforts in basic science research. In addition to the
work of the Lifeline Foundation, medical schools, hospi-
tals, and academic vascular practices must develop methods
for salary support for young investigators. Vascular surgery
as a whole should focus on creating level I evidence-based
clinical or translational studies. Our vascular societies have
proved that they can function as organizing forces. The
SVS through its Board of Technology has developed rela-
tionships with industry and the Food and Drug Adminis-
tration to assess study design. Under the auspices of the
American Association for Vascular Surgery (AAVS) a con-
tract research organization is being formed to organize
various test sites for a range of vascular investigations.
ROLE OF ENDOVASCULAR SURGERY
Relationship of endovascular surgery to training.
Catheter-based (endovascular) methods have affected our
discipline in multiple ways and have further differentiated
vascular surgery from general surgery.9 This “specializa-
tion” is the result of a new technical development that is
unique and therefore prevents facile transfer from existing
surgical experience. The differentiation caused by endovas-
cular surgery has important implications for several areas,
including the specialization of vascular surgery, practice
patterns, and training of both currently practicing vascular
surgeons and vascular fellows. It is well recognized in
medicine that new technical developments drive differenti-
ation and subsequently specialization. For cardiothoracic
surgery it was the development of extracorporeal support,
which facilitated valve surgery and coronary artery bypass
grafting. This technique differentiated that specialty from
general surgery or thoracic surgery. Similarly, endovascular
techniques differentiate vascular surgery from its parent
disciplines of general surgery and cardiac surgery because
catheter-based techniques are not primary and essential
components of these specialties.
Table I. National Library of Medicine Medline Search
for index years: Total vascular papers and prospective
randomized trials
1980 1985 1990 1995 2000
Aortic surgery
Total 821 999 1291 1623 1987
PRT 1 4 12 18 26
Carotid surgery
Total 392 640 705 831 1008
PRT 2 4 11 11 26
Infrainguinal bypass graft
Total 53 133 196 207 186
PRT 0 4 4 0 7
PRT, Prospective randomized trials.
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What are the data that substantiate this contention?
Simply examine the hours devoted to the subject of endo-
vascular surgery at our annual program over the last decade,
excluding papers on endovascular surgery presented at the
plenary sessions, and note there was a dramatic increase,
from 11⁄2 hours in 1992 and 1993 to 19 hours in 2000.12
Further evidence of the effect of endovascular techniques
on the practice of vascular surgery is derived from analysis
of Medicare Part A and Part B data. The change in the
number of open and endovascular procedures over the
years 1996 through 1999 is presented in Table II. While
the number of open inflow procedures decreased from
1996 to 1999, there has been a dramatic increase in the
number of endovascular surgery–based inflow procedures.
Presently there is little official data on endovascular aortic
procedures in the Medicare Part A and Part B data sources.
One notes, however, a decrease in the number of aortic
procedures performed with the open technique from 1996
through 1999. In the absence of Medicare data on endo-
vascular technique, the number of endovascular aneurysm
repair devices distributed by industry was examined (Table
III). Although in 1998 and 1999 fewer than 2000 such
devices were distributed in the United States, there was a
rapid increase to 7500 devices distributed in 2000 and
10,000 devices distributed in 2001. For 2002 the esti-
mated number of these devices distributed rises further to
12,000. When the number distributed internationally is
combined with those in the United States, 25,000 devices
were distributed in 2002. Endovascular aneurysm repair in
the United States is increasing substantially. Finally, cathe-
ter-based techniques have had a distinct effect on infrain-
guinal revascularization. While the number of open infrain-
guinal procedures, like other open procedures, declined by
2% from 1996 through 1999, endovascular treatment of
infrainguinal occlusive disease is gradually increasing.
Current economic practice milieu for vascular sur-
geons. When compensation for vascular surgery is com-
pared with that for other selected specialties, reimburse-
ment for vascular surgeons has remained static over the last
3 years, exclusive of the effect of inflation.13 Median com-
pensation hovers around $200,000, below that for gastro-
intestinal specialists, who earned $50,000 more in 2000.
Average compensation for interventional cardiologists was
nearly $150,000 more, and that for cardiothoracic sur-
geons was $270,000 greater. Gross billing charges are an
index of productivity for physicians. Dependent on con-
tractual rates, net revenue usually represents 40% to 50% of
gross billing figures exclusive of writeoffs and bad debt.
While the average vascular surgeon increased gross billing
from $800,000 to more than $1 million in 2000, interven-
tional cardiologists had an even greater increase in gross
billing, to $1.4 million. To increase clinical revenue, it is
mandatory that vascular surgeons become intimately in-
volved in catheter-based techniques. As the Medicare data
suggest, the number of open techniques is, at best, flat or is
decreasing. Lack of training in endovascular techniques has
important market share implications for vascular sur-
geons.11
Training of vascular specialists. The third area of
differentiation caused by endovascular surgery is vascular
fellowship training. In 1970 the American Board of Surgery
approved in principle the concept of certification in vascular
surgery, which could occur through three routes. The first
was a free-standing senior residency or a fellowship in
vascular surgery after the candidate had completed either a
general surgery or thoracic residency program. The second
pathway involved 1 continuous year of residency devoted
to vascular surgery in addition to 4 years of training in
general surgery. The third route by which vascular certifi-
cation could be obtained was through vascular experience
provided as an integral part of cardiothoracic training. In
his 1970 NA-ISCVS President’s Address, Edwin (“Jack”)
Wiley first emphasized the need for vascular fellowships
after a general surgical residency.14 As mentioned, previous
presidents of the SVS have focused on training: 1973, Wiley
Barker, a certificate of competence from the American
Board of Surgery7; 1978, Jim DeWeese, the need for
accreditation of vascular programs8; 1979, Bill Blaisdell,
minimum vascular training standards9; 1982, Ed Garrett,
vascular training programs15; and 1987, Wes Moore, com-
pletion of formal fellowships as a mechanism for granting
hospital privileges in vascular surgery.16
Currently vascular surgery and surgery in general are
confronting a crisis. Over the last 5 years there has been a
decrease in the number of applicants for vascular fellow-
ships, from 124 in 1997 to 107 in 2001 (14%), and for US
graduates specifically, the number has decreased from 102
to 89 candidates over the same period (13%).17 These
problems have persisted in the 2002 vascular training
match, in which 9 programs were unmatched but, paradox-
ically, 20 applicants were unmatched. The programs that
failed to find a match were apparently excellent, but that 20
Table II. Changes in vascular procedural volume:
Medicare Parts A and B data*
Procedure 1996 1997 1998 1999
Inflow 1
Open surgery 1 0.8 0.75 0.75
Endovascular surgery 1 1.2 1.32 1.62
Aortic aneurysm
Open 1 0.95 0.92 0.90
Infrainguinal revascularization
Open surgery 1 0.91 0.83 0.79
Endovascular surgery 1 0.92 0.93 0.95
*Data expressed as proportion of 1996 volume.
Table III. Number of endovascular aneurysm repair
devices distributed
1998 1999 2000 2001 2002*
United States 500 2400 10,300 11,500 14,322
International 8800 9800 15,100 10,500 11,407
Total 9300 12,200 25,400 22,000 25,729
*Numbers for 2002 are estimated or projected.
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applicants were unmatched suggests a disconnect between
the desires of the applicants and their perception of what
these unmatched programs may offer.
Training of vascular fellows is currently facing two
conflicting factors that influence the duration of training:
the need for a shorter time in which to complete overall
training through a “super specialty” and the increased
didactic content required in vascular training to acquire
endovascular skills. This added body of catheter-based skills
increases the training time required for vascular fellows. To
address this problem the SVS, through its mission to exam-
ine the education of vascular residents, convened a vascular
surgery training task force (VSTF) with the goal of defining
the optimal vascular training paradigm. The VSTF drew
representatives from the AAVS, the Association of Program
Directors in Vascular Surgery, and the SVS. The purpose of
VSTF was to develop a consensus document on vascular
training. The Vascular Training Task Force membership
consisted of T. O’Donnell, R. Berguer, R Greene, and C.
Zarins from the SVS; R. Hobson, T. Riles, and J. Ricotta
from the AAVS; and J. Cronenwett, F. Logerfo, J. Seager,
and R. Welling from APDVS. This group was staffed by
David Cloud from PRRI. The VSTF examined several
potential training configurations. The number of both the
core general surgery years and vascular fellowship years
varied with each configuration. The model of 4 years of
core general surgery followed by 2 years of a vascular
fellowship was favored by VSTF. Dependent on the deci-
sion and wishes of the American Board of Surgeons, a
candidate might receive certification in both vascular and
general surgery. By contrast, the 3 years of core general
surgery followed by 3 years of vascular surgery model,
recommended by VSTF as a pilot program, would result in
certification in vascular surgery only. This vascular certifi-
cate, however, could be awarded only by a separate Board
of Vascular Surgery or by special dispensation from the
American Board of Surgery. The 2 years of core general
surgery followed by 4 years of vascular training model was
not favored by VSTF at this time. VSTF recommended a
revision in curriculum content and in duration of training
for future vascular training.
The favored track would provide a minimum of 2 years
of clinical exposure, with a full year allocated to catheter-
based endovascular surgery and 1 year to open surgery. Six
months of training in vascular laboratory and other imaging
techniques would be interspersed between the 2 years. The
committee believes that experience in critical care also is
essential. In the future vascular fellowship paradigm, em-
phasis should be placed on attainment of “competence”
through sufficient volume of exposure rather than focusing
purely on the amount of time spent on a rotation. The
APDVS was charged with developing standards of minimal
competence for training, which should be related to proce-
dural volume and other considerations in the areas of open
surgery, endovascular procedures, and vascular laboratory
technique and interpretation. Finally, VSTF saw no value
for a separate certificate of added qualification in endovas-
cular surgery.
The VSTF concluded that: currently vascular surgery
requires at least 2 years of post–core general surgery train-
ing, the essential elements of general and vascular training
need to be defined better, and workforce issues need to be
explored. Vascular surgeons realize that there are problems
with vascular surgery training, but our specialty cannot
presume to influence the duration of general surgical resi-
dency training without cooperation from general surgical
program directors. We also have problems with our vascular
faculty and our target population for recruitment of future
vascular fellows. The majority of vascular fellowships today
are like the Marine Corp advertisement, “A few good
men.” Vascular surgery needs to refocus recruiting efforts
so that future vascular fellowships might carry the slogan
“A lot of good women.” Women represent 50% of today’s
medical school classes. As in other specialties, we need to
develop more flexible schedules to recognize the unique
needs of today’s residents. In-hospital day care centers need
to be available to both men and women, and vascular
programs need women role models. I am pleased to see that
the first formal gathering of the women in vascular surgery
has been held at this meeting.
CONCLUSION
Over the nearly 60 years since its founding, the SVS has
focused on meeting its goals as stated in its original bylaws.5
Not only through promotion of basic science research at its
annual and spring meetings but also through funding of
such research from the Lifeline Foundation, the Society has
met one of its goals. The education of general surgical
residents in vascular disease and, in particular, vascular
fellows has been another principal objective. The stresses of
current postgraduate training, with its need for increased
didactic content but in a compressed format, has prompted
recommendations in the vascular fellowship training para-
digm from a committee of vascular surgeons convened
under the auspices of the SVS.17 Vascular fellowships must
be expanded beyond the current 1-year format to 2 years to
accommodate teaching of endovascular surgery and other
subjects. Formal programs for instruction in endovascular
techniques for currently practicing vascular surgeons are
necessary so that vascular surgeons can maintain this impor-
tant skill and knowledge base that is an essential part of
vascular surgical practice. Our mission endures, but the
challenges to our Society continue.
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ANNOUNCING A NEW SECTION: VASCULAR IMAGES
The Vascular Images section presents interesting vascular images and associated short educational summaries in a
focused, case report format. One of the images will be chosen for the cover of each issue of the Journal. Submission
of color illustrations suitable for the Journal cover is encouraged. Appropriate images include radiographs, pathology,
anatomy, operative findings, and other relevant clinical pictures. The images should illustrate features of vascular
disease, including technical approaches. Illustrations and text must be confined to one printed page (no more than
350 words; perhaps less depending on the number and size of illustrations), and images for the cover should possess
both scientific and artistic merit. Descriptions of images must be included in the text, and only key references should
be provided (with a limit of two). Images must be of professional quality and should be provided electronically in
either TIFF or EPS format and uploaded (with the rest of the manuscript) via the Editorial Manager electronic
submission system at http://jvs.editorialmanager.com. Detailed artwork instructions and help with formatting,
sizing, scanning, and file naming can be found at http://www.elsevier.nl/homepage/sab/artwork. A high-
quality print or computer-generated image of each illustration must be submitted to the Journal office for accepted
submissions, even though the illustrations have been submitted previously via Editorial Manager. For more
information regarding hard copy requirements, please see “Guidelines to Complete Submission of an Accepted
Manuscript” at http://jvs.editorialmanager.com.
Contributions for the Vascular Images section are now invited.
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